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INTRODUCTION 

Nodular fasciitis, first described by Konwaler and Weiss 

in 1955 is also known as pseudosarcomatous fasciitis, 

pseudosarcomatous fibromatosis and infiltrative fasciitis.1 

It is a rare benign neoplasm most commonly afflicting the 

soft tissues of upper extremity followed by trunk, head, 

and neck. The upper extremity is the most common 

location (34%), followed by the head and neck region 

(24%), trunk (21%), and lower extremity (14%).2  

A nodular fasciitis should be surgically excised to obtain 

complete cure as the chances of local recurrence are 

almost nil (<1%).3 We report a case of nodular fasciitis in 

a 17 year old gentleman. 

A 17-year-old male presented with a swelling over the 

right scapular region for 2 months. Swelling was initially 

small in size and gradually increased in size. There was 

history of pain over the swelling with movements of 

shoulder joint. There was no history of trauma, fever or 

loss of weight. 

 

CASE REPORT 

On examination, there was a swelling of size 8 x 6cm 

over the right scapula extending from the spine of scapula 

superiorly and medially extending up to the midline 

(Figure 1).  

It was hard in consistency, irregular, tender on pressure 

and fixed to underlying scapula. There was no restriction 

of movements at shoulder joint. A clinical diagnosis of 

soft tissue sarcoma was considered. 

Magnetic Resonance Imaging (MRI) showed a large, ill-

defined lobulated, heterogeneous altered signal intensity 

lesion with irregular margins predominantly in the 

subcutaneous plane in postero-superior aspect of right 

scapula measuring 9.6x7.6x2.8cm (Figure 2). Lesion 

appeared predominantly hyperintense on T2WI and STIR 

and isointense on T1WI. A probable differential 

diagnosis of peripheral nerve sheath tumour or soft tissue 

tumour was considered. Chest Radiography was within 

normal limits. On Fine Needle Aspiration Cytology, 

spindle cells were seen suggestive of benign spindle cell 

lesion. 
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Figure 1: Back of the patient showing the swelling. 

 

Figure 2: MRI showing large ill-defined mass in the 

subcutaneous plane in postero-superior aspect of         

right scapula. 

 

Figure 3: Cut section of the mass. 

Intraoperatively, a nodular and hard mass was present 

which was adherent to the spine of scapula below and 

extending to the spinous process of vertebra medially. It 

was removed. On cut section, the mass was fleshy with 

areas of necrosis (Figure 3). Post-operatively, patient 

recovered well. On histopathological examination, 

multiple areas of the mass were studied. They revealed 

partly circumscribed tumour mass composed of 

hypercellular areas of round to oval cells with spindle 

nuclei, prominent nucleoli, and scanty cytoplasm and are 

separated by fibrocollagenus tissue (Figure 4). Few 

congested vessels, fibroadipose and fibromuscular tissue 

was also seen. These histological features were 

suggestive of Nodular Fasciitis. 

 

Figure 4: Hypercellular areas of round to oval cells 

with spindle nuclei. 

DISCUSSION 

Nodular fasciitis, first described by Konwaler and Weiss 

in 1955 is also known as pseudosarcomatous fasciitis, 

pseudosarcomatous fibromatosis and infiltrative fasciitis.1 

It is defined by the World Health Organization as a 

benign and reactive fibroblastic growth extending from 

the superficial fascia into the subcutaneous tissue or 

muscle. The pathogenesis might involve a local reactive 

or inflammatory process of fibrous connective tissue.4 

It is a rare benign neoplasm most commonly afflicting the 

soft tissues of upper extremity followed by trunk, head, 

and neck. The upper extremity is the most common 

location (34%), followed by the head and neck region 

(24%), trunk (21%), and lower extremity (14%).2 

Nodular fasciitis accounts for 0.025% of all pathologic 

diagnosis.5 It is commonly seen in fourth decade with no 

gender predilection.6 Our patient was 17 years old. 

Symptoms such as numbness, paraesthesia or shooting 

pain are less frequent, but when present indicate 

compression of a peripheral nerve. Nodular fasciitis 

occurs as three types according to the plane of tissue 

involved: subcutaneous, intramuscular and fascial. The 

subcutaneous form is most common, followed by the 

fascial form, with the intra-muscular form being the least 

common.5 The lesion is usually attached to the fascia 

from which it arises and extends into the subcutaneous fat 

in an irregular fashion.  
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The etiology is still unknown. It is considered to occur 

due to unusual proliferation of myofibroblasts triggered 

by local injury or inflammatory process.7 There was no 

history of trauma in our patient. Rarely involved sites 

include breast, intra-articular, nerve sheaths, and 

retroperitoneum.8 

Fine needle aspiration cytology (FNAC) can be done in 

the initial evaluation though the diagnosis is quite 

challenging. The relatively small amount of tissue 

obtained is often insufficient for a definitive panel of 

special stains, and thus surgical excision with histological 

evaluation is recommended.9 In our patient though 

clinical suspicion of malignancy was present, FNAC 

revealed that it was benign. 

On MRI, the lesion often appears as homogenous T1 

signal iso-intense to adjacent skeletal muscles and shows 

heterogeneous intermediate to high signal with different 

enhancement patterns on T2- or short TI Inversion-

Recovery (STIR) weighted sequences attributable to the 

variable components and cellularity on histology. In the 

literature, reported differential diagnoses for nodular 

fasciitis on MRI include an extra-abdominal desmoid 

tumor, neurofibroma, fibrous histiocytoma, and soft 

tissue sarcoma.10 

The features such as rapid growth, rich cellularity, high 

mitotic activity and poorly circumscribed nature may 

result in it being easily misdiagnosed as a sarcomatous 

lesion like malignant fibrous histiocytoma or 

fibrosarcoma.11 Benign nerve sheath tumors such as 

schwannoma and neurofibroma are also important 

differential diagnosis of nodular fasciitis. 

A nodular fasciitis should be surgically excised to obtain 

complete cure as the chances of local recurrence are 

almost nil (<1%).3 The condition has an excellent 

prognosis. Spontaneous regression has been reported. 

Rapid resolution of the nodule has been reported to occur 

with intralesional corticosteroid injection by Graham et 

al.12 This is recommended when the lesion cannot be 

completely excised as when it extends into the muscle. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: Not required 

REFERENCES 

1. Konwaler BE, Keasbey L, Kaplan L. Subcutaneous 

pseudosarcomatous fibromatosis (fasciitis). Am J 

Clin Pathol. 1955;25(3):241-52.  

2. Hoda SA. Enzinger and Weiss’s Soft Tissue 

Tumors, 6th Edition. Vol. 21, Advances in Anatomic 

Pathology. 2014:216.  

3. Lu L, Lao IW, Liu X, Yu L, Wang J. Nodular 

fasciitis: a retrospective study of 272 cases from 

China with clinicopathologic and radiologic 

correlation. Ann Diagn Pathol. 2015;19(3):180-5.  

4. Sinhasan SP, Bharathi KV, Bhat RV, Hartimath BC. 

Intra-muscular nodular fasciitis presenting as 

swelling in neck: Challenging entity for diagnosis. J 

Clin Diagnostic Res. 2014;8(1):155-7.  

5. Reitzen SD, Dogan S, Har-El G. Nodular fasciitis: a 

case series. J Laryngol Otol. 2009;123(5):541-4.  

6. Cyriac MJ, Celine MI, Kurien G, Puthiode U. Case 

Report Nodular fasciitis. Indian J Dermatol 

Venereol Leprol. 2004;70(4):239-41.  

7. Singh S, Paul S, Dhall K, Khichy S. Nodular 

fasciitis: a diagnostic challenge. Indian J Pathol 

Microbiol. 2013;56(3):2-4.  

8. Amaranathan A, Nelamangala VP. Giant 

intramuscular nodular fasciitis masquerading as soft 

tissue sarcoma with neural involvement- a case 

report. J Clin Diagnostic Res. 2016;10(6):13-5.  

9. Dinauer PA, Brixey CJ, Moncur JT, Fanburg-Smith 

JC, Murphey MD. Pathologic and MR imaging 

features of benign fibrous soft-tissue tumors in 

adults. Radiographics. 2007;27(1):173-87.  

10. Mallina S, Rosalind S, Orl-hns M, Philip R, Orl-hns 

M, Harvinder S, et al. Nodular fasciitis: a diagnostic 

dilemma. Med J Malaysia. 2007;62(5):420-1.  

11. Allen PW. Nodular fasciitis. Pathology. 

1972;4(1):9-26.  

12. Graham BS, Barrett TL, Goltz RW. Nodular 

fasciitis: response to intralesional corticosteroids. J 

Am Acad Dermatol. 1999;40(3):490-2.  

 

 

 

 

 

 

 

 

Cite this article as: Gedam BS, Sadriwala QS, 

Kulkarni NJ. Nodular fasciitis: a rare case report type 

of article. Int Surg J 2017;4:3770-2. 


